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Abstract
Background Gender dysphoria among transgender adolescents has predominantly been examined in relation to 
body dissatisfaction. While in adult transgender samples, body dissatisfaction is higher than in cisgender controls, this 
has so far rarely been investigated for adolescents. In the context of a cisnormative society, the impact of influences 
from the social environment on body dissatisfaction and gender dysphoria has been neglected in research. Therefore, 
this study aimed to (1) provide a detailed analysis of body dissatisfaction among young transgender people and (2) 
investigate whether body dissatisfaction and gender dysphoria are associated with experiences of minority stress 
such as trans hostility and poor peer relations (PPR).

Methods The paper presents a cross-sectional study among a sample of transgender adolescents, presenting at a 
specialized outpatient counseling clinic (N = 99; age M = 15.36, SD = 1.85). First, body dissatisfaction (assessed by the 
Body-Image-Scale; BIS), was explored and compared to data from a population-based control group of cisgender 
peers (N = 527; age M = 14.43, SD = 0.97). Second, within a clinic-referred transgender subsample (n = 74), associations 
between body dissatisfaction and gender dysphoria (measured by Utrecht Gender Dysphoria Scale; UGDS), PPR 
(measured by the Youth-Self-Report; YSR-R), and trans hostile experiences (assessed in clinical interview) were 
examined by correlations, t-tests and multivariate regression.

Results Transgender adolescents reported more body dissatisfaction than cisgender peers. The dissatisfaction with 
sex characteristics, non-hormonal reactive body regions and the total score for body dissatisfaction were positively 
related with gender dysphoria. The majority had experienced trans hostility in the present and/or past (54.1%) and 
PPR (63.5%). More body dissatisfaction was correlated with more PPR regarding visible body parts i.e., hair, overall 
appearance and muscles, whilst PPR and gender dysphoria were not associated. Transgender adolescents who 
experienced trans hostility showed higher gender dysphoria and PPR, but not more body dissatisfaction. In multiple 
regression, trans hostility predicted gender dysphoria, whilst age and PPR predicted body dissatisfaction.
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Background
Persons who do not identify with their assigned sex at 
birth (ASAB) identify themselves for example as trans, 
non-binary or gender diverse, which can be subsumed 
under the umbrella term transgender. In the ICD-11, 
the wide variety of not identifying with the ASAB is 
described as gender incongruence. In a population-based 
study of N = 135.760 adolescents under 21 years, 0.6% 
identify with the opposite sex and 3.3% as non-binary 
[1]. Non-binary means that a person does not identify 
with the gender binary, whilst trans girl refers to people 
assigned male at birth (AMAB) but identify as girl; trans 
boy describes people assigned female at birth (AFAB) but 
identify as boy. The term cisgender is used when a per-
son identifies with the ASAB. In public discourse, being 
transgender is often accompanied by the ascription of 
“being trapped in the wrong body” [2]. In this context, 
the DSM-5 defines gender dysphoria as a person’s expe-
rience of desiring the bodily characteristics of another 
gender, in particular the primary and secondary sex char-
acteristics, as well as the deep belief that the individual is 
another gender than their ASAB [3]. Thus, according to 
this definition, the dissatisfaction with one’s body is cen-
tral to the experience of gender dysphoria. Consequently, 
research often focuses on the assessment of body dissat-
isfaction in the context of transgender person’s well-being 
though notably, not all transgender people experience 
discomfort with their body [4]. Population-based and 
clinical studies have consistently shown that transgen-
der adults, compared to cisgender individuals, reported 
more insecurities and dissatisfaction with their own 
bodies and their own attractiveness and showed lower 
self-confidence [5–9]. However, comparable analyses for 
adolescents are lacking so far, although it is important to 
better understand transgender experiences during the 
critical time of puberty and to which extent the experi-
ences differ from their cisgender peer’s. While in cisgen-
der adolescent samples, girls consistently report higher 
body dissatisfaction than boys, gender differences among 
transgender persons are less consistent [6, 9, 10]. There 
have been different approaches to assess body dissatisfac-
tion in transgender adolescents such as looking at dissat-
isfaction with overall appearance and weight loss [6] or 
the global body image [11, 12]. Besides the global level of 
body dissatisfaction, it might be relevant to gain insights 
in the experience of body dissatisfaction with specific 
body regions, e.g., to sexual characteristics or hormonally 

reactive parts, especially in a phase of puberty where 
significant physical changes evolve. Up to now, specific 
analyses of body dissatisfaction in different body regions 
with different functions and different levels of hormonal 
reactivity among transgender adolescents and a compari-
son of these facets of body dissatisfaction with cisgender 
peers are not available yet.

Undoubtedly, transgender people still represent a mar-
ginalized group in mostly cis normative (social norms 
that strongly rely on cisgender and binary ideas) societ-
ies and experience discrimination and (micro)-aggression 
on a daily basis, covered by the term minority stress [13]. 
Transgender adolescents experience bullying and poor 
peer relations (PPR) significantly more often than their 
cisgender peers [14–18]. Testa et al. [19] adapted Meyer’s 
minority stress model for transgender people stating that 
the chronic exposure of discrimination and hostility leads 
to their internalization (Internalized Transphobia) and 
eventually auto-aggression, self-depreciation and other 
related mental health issues. These assumptions are sup-
ported by various studies [20–22].

Therefore, when addressing gender dysphoria among 
transgender persons, we need to consider experiences 
of discrimination and trans hostility as crucial social 
influences. Studies with transgender adults found that 
discrimination and harassment had an adverse impact 
on transgender individual’s body appreciation [2], and 
that minority stress explained both disordered eating 
and body dissatisfaction [23, 24]. An online survey [25] 
involving 923 young transgender people (aged 14–25) 
across Canada found that rates of harassment and dis-
crimination were linked to higher odds of disordered 
eating in the past year, defined as binge eating, fasting or 
vomiting to lose weight, while protective factors, includ-
ing family and school connectedness, caring friends, and 
social support were linked to lower odds of disordered 
eating in the last 12 months. Up to now, little is known on 
the impact of minority stress and a (trans hostile) social 
environment on gender dysphoria and body dissatisfac-
tion among transgender adolescents.

Aims of this study
This study first aims to analyze body dissatisfaction 
among clinic-referred transgender adolescents. Body 
dissatisfaction, both globally and with respect to spe-
cific body regions (e.g., sex characteristics, non-hor-
monal reactive body parts), will be explored among the 

Discussion Experiences of minority-stress differentially interact with body dissatisfaction and gender dysphoria 
among transgender adolescents. Social correlates of body dissatisfaction and gender dysphoria must be considered 
when working with young transgender people.
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transgender group (TG) and scores will be compared 
with reference scores derived from a large cisgender 
school-based sample (control group; CG). We hypoth-
esize that body dissatisfaction, both the total score and 
subscale scores covering specific body regions, will be 
higher among the TG compared to the school-based CG. 
Exploratory analyses of gender identity differences will be 
conducted in both samples. Second, among the TG, asso-
ciations between body dissatisfaction, gender dysphoria 
and experiences of minority stress, specifically PPR and 
trans hostile experiences, will be explored. We hypoth-
esized that body dissatisfaction and gender dysphoria 
correlate positively with each other as well as with PPR 
and that body dissatisfaction, gender dysphoria and PPR 
will be higher in transgender adolescents reporting trans 
hostile experiences than in those who do not report those 
experiences. Third, by multiple regression, we will inves-
tigate the explanatory power of PPR and trans hostile 
experiences for the outcome of body dissatisfaction and 
gender dysphoria, controlled by age and gender identity.

Methods
Design and setting
Data collection for the transgender sample took place 
between December 2018 and September 2022 in the 
interdisciplinary special consultation for questions of 
gender identity in childhood and adolescence (German 
abbreviation GIF), affiliated to the Social Pediatric Cen-
ter of Child and Adolescent Psychiatry at the Charité – 
Universitätsmedizin Berlin. The GIF is specialized in the 
affirmative care of children and adolescents with gender 
incongruence, with high relevance given to the inclusion 
of caregivers as well as the recognition of the individual 
development stage of each person. The interdisciplinary 
team consists of clinical psychologists, endocrinologists, 
psychiatrists, pediatrics and phoniatricians who provide 
education and treatment services, from initial psycholog-
ical counseling to endocrinological and phoniatric treat-
ment. The GIF conducts concomitant research, covering 
interview and questionnaire measures on gender identity 
and mental health at each visit. All patients included in 
the study were treatment naïve. Further, in every initial 
consultation, suicidality, self-harm, other psychologi-
cal symptoms or problems and bullying experiences are 
explored by licensed clinical child and adolescent psycho-
therapists and psychiatrists. In the initial assessment, the 
Body Image Scale (BIS) [26], the Youth Self-Report [27] 
and the Utrecht-Gender-Dysphoria-Scale (UGDS) [28] 
are completed as standard assessments. The concomitant 
research is supported by a social psychiatric outpatient-
clinic which offers psychotherapy weekly - if needed 
- for young trans and non-binary people and accompa-
nies them before and during hormone treatment. The 
clinic uses the same set of questionnaires and diagnostic 

procedures since most adolescents come with a quest 
for medical affirmative treatment. The outpatient clinic 
also provides consultation about medical transition steps 
and collaborates with the respective institutions such 
as endocrinologists. Informed consent on concomitant 
research is obtained from each adolescent and caregiver.

The primary inclusion criteria for this study were the 
first presentation at the GIF at the Charité or the social 
psychiatric outpatient clinic in Berlin between December 
2018 and November 2022; age between 11 and 18 years; 
the assignment of the diagnosis F64.0 (Transsexualism) 
according to ICD-10, the currently used classification 
system, as the ICD-11 is not yet implemented in German 
clinical practice; and available BIS data [26]. The age cri-
terion was chosen based on the patient’s physical devel-
opmental state (pubertal and post pubertal) and based on 
the age span of the validated measures. e.g., the YSR-R.

The control data for this paper were derived from the 
evaluation study in the Disorder of Sex Development/
Intersexuality Network, funded by the German Federal 
Ministry of Education and Research [30]. For this paper, 
the CG comprised N_CG = 527 persons, aged M = 14.43 
years (SD = 0.97, range 13–16 years). 296 (56.2%) reported 
a female gender and 231 (43.8%) a male gender [29]. 
More detailed information about the evaluation study 
can be retrieved from Appendix 1.

Sample characteristics
A participant flow of the current study is depicted in 
Fig.  1. The initial sample of the clinic-referred trans-
gender group (TG) consisted of N = 127 children and 
adolescents who consulted the two transgender outpa-
tient clinics. For the comparison analyses with the cis 
gendered control group, 79 patients of the GIF Charité 
– Universitätsmedizin Berlin and 20 patients of the 
social-psychiatric outpatient clinic adolescents who met 
the inclusion criteria of age > = 11 years and completed 
the BIS were included (n1_TG = 99). Their age ranged 
between 11 and 18 years (M = 15.36, SD = 1.85) of whom 
25 persons (25.3%) reported to be assigned male at birth 
(AMAB) and 74 (74.7%) assigned female at birth (AFAB). 
68 (68.7%) persons reported to identify as boys, 22 
(22.2%) as girls and 9 (9.1%) as non-binary. 86.5% came 
to the outpatient clinics primarily in search of gender 
affirming treatment and 13.5% to ask for counseling. At 
the time of assessment, 68.9% were socially transitioned 
whilst 31.1% hadn’t had their official coming out yet 
except among their families. 90.9% reported German as 
the family language, 9.1% stated other languages such as 
English, Polish and Russian. All participants were white.

For the analyses among the transgender adolescents 
only, we had n2_TG = 74 (age M = 15.873, SD = 1.66), with 
17 (23.0%) AMAB and 57 (77.0%) AFAB adolescents. 
N = 53 (71.6.%) adolescents indicated to identify as boys, 
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15 (20.3%) as girls and 6 (8.1%) as non-binary. For both 
samples, the gender identity distribution according to 
each ASAB can be retrieved from Table 1.

Measures
All measures were used at the first entrance of the GIF or 
outpatient clinic.

Body dissatisfaction
To assess body dissatisfaction, we used the German ver-
sion of the validated Body Image Scale (BIS) according 
to Pauly and Lindgren [27]. The scale was developed for 
transgender people to evaluate body image and (dis)-
satisfaction with different body regions during treat-
ment requests and after transition steps. By means of a 
silhouette, 30 body parts are illustrated, each of which is 
to be rated on a five-point scale regarding one’s subjec-
tive satisfaction (1 = very satisfied, 2 = satisfied, 3 = neutral, 
4 = dissatisfied, and 5 = very dissatisfied). The BIS is avail-
able in two versions, one for the female and one for the 
male ASAB. It is possible to form a global mean score 
(BIS-30) for body image across all items, and to form 
mean scale scores for the superordinate scales primary 
and secondary sex characteristics (BIS-sex), and non-
hormone reactive characteristics (BIS-non-hormonal) 
[31]. Additionally, the BIS allows the construction of six 
subscales: social and hair growth, head and neck, mus-
cularity and posture, hip region, breast, and genitals. A 

Table 1 Distribution of assigned sex at birth and gender identity 
in the two samples used for the analyses

n1_TG N = 99 n2_TG N = 74
AMAB1

25 (25.3%)
AFAB2

74 (74.4%)
AMAB
17 (23.0%)

AFAB
57 (77.0%)

trans girls 22 (22.2%) 15 (20.3%)
trans boys 68 (68.7%) 53 (71.6%)
non-binary 3 (3.03%) 6 (6.06%) 2 (2.70%) 4 (5.41%)
Notes. 1AMAB = assigned male at birth; 2AFAB = assigned female at birth

Fig. 1 Participant flow for this study. Notes. 1 Gender Identity Service; 2 Body Image Scale; 3 transgender group; 4 Utrecht Gender Dysphoria Scale
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summary of the body regions included in the BIS super-
ordinate scales and the subscales is presented in Table 2. 
The internal consistency for all scales in both samples 
was in a satisfactory range between α =0.91. to 93.

Gender dysphoria
To provide a comprehensive measure of gender dys-
phoria in social context (SGD) beyond body dissatis-
faction, we used the Utrecht Gender Dysphoria Scale 
(UGDS) [28]. The scale consists of 12 items and has 
two versions dependent on the ASAB (female-to-male, 
FtM; male-to-female, MtF). In both versions, nine items 
cover dysphoria in relation to gender identity (e.g. I hate 
myself because I’m a boy; MtF), to gender roles (I feel 
unhappy because I have to behave like a girl, FtM) and 
to other people’s misidentification of one’s gender (I feel 
unhappy when someone calls me a boy, MtF) [30]. Three 
items focus on dissatisfaction with bodily aspects (e.g., 
I hate heaving breasts, FtM). Therefore, the total score 
on gender dysphoria as assessed with the UGDS covers 

social context variables to a large extent, and, to a lesser 
extent, aspects of body dissatisfaction as well. Items are 
answered on a 5-point scale from agree completely to 
disagree completely, resulting in a sum score from 12 
(minimal dysphoria) to 60 (maximal dysphoria). In a vali-
dation study (Steensma et al., 2013) the Cronbach’s alpha 
of the total score was 0.98 for both versions, in the cur-
rent sample it was α =0.92.

Experiences of minority stress
Peer-relations. The degree of problems in social 
interactions with peers is measured using the Poor-
Peer-Relations Scale (PPR-Scale) from the Youth Self-
Report/11-18R (YSR-R) [27]. The self-report mental 
health questionnaire covers 99 items on behavioral 
problems, emotional problems, and somatic complaints 
on a 3-point scale (not applicable, somewhat or some-
times applicable, exactly or often applicable). The PPR-
Scale consist of the three YSR-R items: Item 25 (“I don’t 
get along with other children”), Item 38 (“I get teased a 
lot”) and Item 48 (“I am not liked by other children”). 
The PPR-Scale has already been used in various studies 
among transgender adolescents [14, 17, 20]. In the pres-
ent sample, the internal consistency of the scale is Cron-
bach‘s α = 0.91. A higher PPR score indicates a higher 
degree of peer problems (range 0–6).

Trans hostile experiences. In the first standardized 
clinical interview at both outpatient services, every ado-
lescent is asked whether they experienced trans hostility 
in the present or past (“Did you experience trans hostile 
experiences in the past, e.g., name calling, insults, being 
misgendered on purpose, and humiliations in classroom 
students and/or teachers?”). The answers were open 
ended and coded dichotomously (0 = no, 1 = yes).

Data analysis
Data were analyzed using SPSS 29. For the first study 
aim, comparisons of BIS-scores between TG and CG 
were conducted by univariate analysis of covariance 
(ANCOVA). Since the age range differed between both 
groups, age was introduced as a covariate to control 
its effects, with η2 as effect size (η2 < 0.06: small effect, 
η2 < 0.14: moderate effect, η2 > 0.14 large effect). Addi-
tionally, in each group, differences of body dissatisfaction 
between gender identities were calculated by ANCOVAs 
under the control of age, too.

Secondly, we explored body dissatisfaction, gender dys-
phoria and minority stress among a subgroup of the TG 
sample in more detail. After a descriptive analysis of the 
variables, associations between body dissatisfaction (i.e., 
BIS total score and BIS subscales), gender dysphoria (i.e., 
UGDS) and experiences of minority stress (i.e., poor peer-
relation scale) were examined by Spearman’scorrelations. 
Further, we compared adolescents with and without 

Table 2 Overview of BIS scales with descriptions and included 
body regions
Scale Description ASAB1 Items
BIS-total Total score f/m all body parts
BIS-sex Primary sex 

characteristics
f2 vagina, clitoris, ovaries, 

chest, breasts, facial hair, 
voice

m3 penis, scrotum, testicles, 
facial and body hair, chest

Secondary sex 
characteristics

f hips, figure, waist, arms, 
buttocks, thighs, biceps, 
stature, weight, overall 
appearance, body hair, 
head hair, muscles

m hip, figure, waist, arms, 
buttocks, biceps, overall 
appearance, stature, mus-
culature, thighs, weight, 
head hair, voice, chest

BIS-non-
hormonal

Hormonally 
non-reactive 
characteristics

f/m nose, shoulders, chin, 
calves, hands, feet, adam’s 
apple, eyebrows, face, 
body size

BIS-social Social & hair f/m Overall appearance, body 
hair, stature, facial hair, 
head hair, voice

BIS-head Head & neck f/m Adam’s apple, chin, eye-
brows, face, nose

BIS-muscles Muscularity & 
posture

f/m Arms, feet, hands, height, 
calves, musculature, 
shoulders, biceps, weight

BIS-hip Hip region f/m Buttock, figure, hips, 
thighs, waist

BIS-chest Chest region f/m Chest, breasts
BIS-genitals Genitals Penis/vulva, testicles/cli-

toris, scrotum/ovaries
Notes.1assigned sex at birth; 2female; 3male.
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experiences of trans hostility regarding gender dyspho-
ria, body dissatisfaction and PPR by t-test for indepen-
dent samples with Cohen’s d as effect size (d = 0.02 small, 
d = 0.05 moderate, d = 0.08 high).

For the third aim, we conducted a multiple, linear 
regression analysis using first body dissatisfaction and 
then gender dysphoria as outcome variable, and PPR, 
gender dysphoria and trans hostile experiences as pre-
dictor variables. Age and gender identity were included 
as covariates to control for possible confounding effects. 
Based on 1000 bootstrap samples, 95% bias-corrected 
and accelerated confidence intervals for the coefficient 
B and its standard errors were calculated, which makes 

the regression robust against violations of homoscedas-
ticity that are often found in small sample sizes as ours. 
We also tested on lack of fit to check if the relationship 
between the outcome variable and the predictor variables 
can be adequately described by the model. For our sam-
ple size of n = 74 and five predictors, medium effects were 
assumed (f2 = 0.26) which can be tested with a power of 
0.92 (calculated by G*Power).

Results
Analysis of body dissatisfaction among the transgender 
groups and comparison with the school-based group
In line with the hypothesis, transgender adolescents 
reported significantly higher body dissatisfaction (p < .01) 
across all scales with larger effects (η2 = 0.07-0.49) than 
the cisgender control group, i.e., not only in respect to 
sex characteristics, but to all body parts. The covari-
ate age was significantly related to body dissatisfaction 
(p < .01/0.05) across all scales as well, with small to mod-
erate effect sizes (η2 = 0.01-0.02) (Table 3).

Figure  2 displays the results for body dissatisfaction 
in relation to the gender identities in the TG and in the 
CG. In the transgender group, gender identity differ-
ences emerged for the subscales chest, hip region and 
genitals, with the following pattern: transgender boys 
reported significantly higher dissatisfaction with their 
chest (η2 = 0.08, p < .05) and hip region (η2 = 0.10, p < .05) 
compared to trans girls and non-binary adolescents. 
Transgender girls stated significantly higher dissatisfac-
tion with their genitals than transgender boys and than 
non-binary adolescents (η2 = 0.07, p < .05). On the other 
single subscales, the superordinate scales (sex and non-
hormonal body characteristics) or on the total score, no 
significant differences between gender identities were 
found (p > .05) within the transgender group (Appen-
dix 2). In the control group, in contrast, cisgender girls 
reported significantly higher body dissatisfaction among 
all scales (Appendix 3).

Descriptive data on minority stress, body dissatisfaction 
and gender dysphoria among the transgender sample
Among the smaller transgender analysis group 
(transgender_n2 = 74), the mean score on the BIS was 
M = 97.64 (SD = 19.97, min = 46.0, max = 136.0) and the 
mean score on the UGDS for gender dysphoria was 
for AFAB M = 47.00 (SD = 5.39, min = 36.0, max = 76.0) 
and for AMAB M = 47.81 (SD = 16.75, min = 21.0.0, 
max = 93.0). Regarding minority stress, 54.1% had experi-
enced trans hostility in the present and/or past and 63.5% 
indicated to have PPR at least somewhat/sometimes 
(M = 1.41, SD = 1.56, min = 0, max = 6).

Table 3 Results of the ANCOVA with body dissatisfaction as 
dependent variable and age as covariate between control group 
and TG group
Model Variable M_TG1

2 
(SD)3

M_CG4 
(SD)

Statistics Effect 
Size

1 Age 
(covariate)

14.43 
(0.97)a

15.36 
(1.85)b

F(1,624) = 11.43 η2 = 0.02**

BIS1-sex 65.52 
(13.76)

42.17 
(12.18)

F(2,624) = 252.19 η2 = 0.29**

2 Age 
(covariate)

a b F(1,624) = 11.14 η2 = 0.02**

BIS-non-
hormal

39.93 
(10.45)

29.58 
(9.26)

F(2, 624) = 79.47 η2 = 0.11**

3 Age 
(covariate)

a b F(1,624) = 10.89 η2 = 0.02**

BIS-total 96.55 
(20.89)

66.08 
(18.18)

F(2, 
624) = 189.22

η2 = 0.23**

4 Age 
(covariate)

a b F(1,624) = 10.66 η2 = 0.02**

BIS-social 19.25 
(5.12)

12.8 
(3.99)

F(2, 
624) = 166.32

η2 = 0.21**

5 Age 
(covariate)

a b F(1,624) = 6.32 η2 = 0.01*

BIS-head 13.31 
(3.67)

10.53 
(3.18)

F(2, 624) = 48.27 η2 = 0.07**

6 Age 
(covariate)

a b F(1,624) = 13.89 η2 = 0.02**

BIS-muscles 30.00 
(8.04)

22.24 
(6.66)

F(2, 624) = 83.0 η2 = 1.12**

7 Age 
(covariate)

a b F(1,624) = 7.73 η2 = 0.01**

BIS-hip 16.87 
(4.65)

12.42 
(4.78)

F(2, 624) = 57.73 η2 = 0.09**

8 Age 
(covariate)

a b F(1,624) = 4.21 η2 = 0.01*

BIS-chest 8.26 
(1.91)

4.42 
(1.72)

F(1, 
624) = 352.42

η2 = 0.36**

9 Age 
(covariate)

a b F(1,624) = 4.50 η2 = 0.01*

BIS-genitals 12.60 
(2.94)

6.31 
(2.429

F(2, 
610) = 604.65

η2 = 0.49**

Notes. 1Body Image Scale, 2Mean of transgender group, 3Standard deviation, 
4Mean of control group; acovariate age in TG group M = 14.43 (0.97); b covariate 
age in CG group M = 15.36 (1.85)
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Correlations between body dissatisfaction, gender 
dysphoria and poor peer-relations
The results of Spearman’s correlation (Appendix 4) 
showed significant but weak correlations between body 
dissatisfaction and PPR, only for the subscales BIS-social 
(ρ=0.24, p < .05) and BIS-muscles (ρ=0.24, p < .05). There 
were significant moderate correlations between gen-
der dysphoria and BIS-chest (ρ=0.40, p < .01), BIS-sex 
(ρ=0.33, p < .01), BIS-total (ρ=0.32, p < .01), BIS-non-hor-
monal (ρ=0.30, p < .05), and weak correlations with BIS-
genitals (ρ=0.26, p > .05) and BIS-hip (ρ=0.25, p > .05). 
There was no significant correlation between gender 
dysphoria and PPR (p > .05). Correlations within the BIS-
subscales were high and significant (p < .01).

Mean difference in body dissatisfaction and gender 
dysphoria regarding experience of trans hostility
Adolescents who had experienced trans hostility reported 
significantly higher gender dysphoria (M = 49.35, 
SD = 9.97) than the group who has not experienced trans 
hostility (M = 44.62, SD = 6.93), with a moderate effect size 
(d=-0.54; t(72)=-2.33, p < .05; BCa CI-=-8.78, CI+=-0.68). 
Adolescents with trans hostile experiences reported 
PPR significantly more often (M = 2.00, SD = 1.73) than 
the other group (M = 0.74, SD = 0.99), with a high effect 
size (d = 1.44 (t(72)=-3.773, p < .01; BCa CI-=-1.93, CI+=-
0.60). For body dissatisfaction, no significant difference 

regarding the experience of trans hostility was found 
(p > .05).

Regression analysis on body dissatisfaction and gender 
dysphoria
Table 4 provides results for the multiple linear regression 
on body dissatisfaction as outcome variable with model 
with age and gender identity as covariates, and gender 
dysphoria (UGDS total score), PPR-score and trans hos-
tile experiences as predictor variables. The model was 
able to explain 22.4% of the variance of the outcome 
variable with a significant F-ratio (p < .01) indicating an 
improvement of prediction by the fitted model. Age and 

Table 4 Multiple regression model with body dissatisfaction as 
outcome variable in the transgender group (n = 74)

B3 (SE)4 β5 CI-, C + 6

(constant) 13.11 (23.15) [-33.09, 59.30]
Age 4.01 (1.31) 0.33* [1.40, 6.63]
Gender -3.15 (2.66) -0.14 [-8.46, 2.16]
PPR1 3.18 (1.62) 0.25 [-0.05, 6.41]
Trans hostility -3.25 (4.92) -0.08 [-13.08, 6.57]
UGDS2 0.41 (0.25) 0.19 [-0.09, 0.92]
Notes. 1Poor-Peer-Relations; 2Utrecht Gender Dysphoria Scale; 4bias corrected 
and accelerated confidence interval of B; Confidence intervals and standard 
errors based on 1000 bootstrap samples. Model 1: adjusted R2 = 0.13, F(2) = 6.41, 
p < .05*; Model 2: adjusted R2 = 0.17, F(5) = 3.9, p < .05*

Fig. 2 Bar diagram of body dissatisfaction in relation to gender identities for the school-based control group and the clinic-referred transgender adoles-
cents. Notes.1Body Image Scale. Trans girls, trans boys and non-binary people from clinic-referred transgender (TG) sample. Cisgender boys and cisgender 
girls from school-based control group (CG)
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PPR turned out to be significant predictors for body dis-
satisfaction (p < .05).

Table 5 demonstrates results for multiple linear regres-
sion on gender dysphoria. Again, age and gender as 
covariates and body dissatisfaction, PPR and trans hostil-
ity as predictors were added to the model. Trans hostility 
was the only significant predictor for gender dysphoria 
(p < .05). The model was able to explain 15.1% of the vari-
ance of the outcome variable with a significant F-ratio 
also indicating an improvement of prediction by the fit-
ted model (p < .05).

Discussion
The aim of the current paper was to gain a better 
understanding of body dissatisfaction and gender dys-
phoria in the social context of minority stress among 
clinic-referred transgender adolescents. We first com-
pared body dissatisfaction in our sample with data from 
a nonclinical cisgender-gender control group and hereby 
explored the dissatisfaction with specific body regions 
and gender identity effects. Second, we analyzed associa-
tions between body dissatisfaction, gender dysphoria and 
experiences of minority stress, defined as poor peer-rela-
tions and trans hostile experiences on the bivariate and 
multivariate level.

The first analyses showed that transgender adolescents 
reported significantly higher body dissatisfaction on all 
BIS scales compared to cisgender adolescents. That find-
ing is in line with a matched-control study among adults 
that found higher body dissatisfaction among transgen-
der individuals than cisgender adults [9]. Highest effect 
sizes were found for muscles and genitals. A vast amount 
of studies shows that the incongruence between body and 
gender identity causes great dissatisfaction (for instance 
[31]). Additionally, some studies have pointed out that 
especially body parts that are salient when socially nego-
tiating gender identity and being categorized by others, 
are causing dissatisfaction [32]. Our results add to this 
notion as they show that it is not only the body parts 
related to the sex characteristics that cause dissatisfaction 

but also the body parts and aspects of appearance that 
are merely visible to others.

Regarding gender identity differences, results for the 
control group were in line with the literature, as cisgen-
der girls reported being more unsatisfied with their body 
than cisgender boys [33]. Within the transgender group 
however, a specific pattern of gender identity differences 
emerged: trans girls showed higher dissatisfaction with 
their genitals and trans boys with their hip and chest 
region compared to the respective other gender identi-
ties. These findings are somewhat reasonable as wide 
hips and breasts are highly associated with femininity, 
in turn, penis and scrotum with masculinity [8, 34, 35]. 
Previous research on differences in body dissatisfaction 
in relation to gender identity among transgender sam-
ples are inconsistent as some studies report higher total 
scores of dissatisfaction for trans boys [9, 10], others for 
trans girls [6]. Some studies reported less dissatisfaction 
for non-binary people [36] whilst in our sample there is a 
tendency of higher dissatisfaction for non-binary adoles-
cents. These different results can be attributed to various 
factors such as timing and status of social and medical 
transition, reality of life [10], social environment, extent 
of passing [37, 38] or location and year of survey [39]. 
Accordingly, caution should be exercised in making gen-
eralized statements and more research is needed to gain 
more knowledge on correlates of gender differences in 
body dissatisfaction among transgender adolescents.

To further understand the experiences of body dis-
satisfaction and its correlates, further analyses were 
conducted with the transgender subsample. There were 
correlations between gender dysphoria and the total 
score for body dissatisfaction, the superordinate scores 
sex characteristics and hormonally non-reactive body 
characteristics and the subscale scores chest, genitals 
and hips. While comparably detailed analyses are lacking 
in the literature, results from another study correspond 
to our finding, as they showed that the majority of trans 
boys suffer from the presence of their breasts, which is 
why many of them wear a binder for compression and 
wish to get a mastectomy [40].

Our results also show that the association between 
body dissatisfaction and gender dysphoria did not apply 
to the body parts captured by the subscale muscles 
(arms, feet, hands, height, calves, musculature, shoulders, 
biceps, weight) and the social subscale (overall appear-
ance, body hair, stature, facial hair, head hair, voice). 
Interestingly, we found positive but low correlations 
between poor peer relations and body dissatisfaction for 
these two scales, BIS-social scale (ρ=0.24, p < .05) and the 
BIS-muscles scale (ρ=0.24, p < .05). This finding is sup-
ported by studies showing that body features which are 
quickly visible in everyday interactions, and especially 
those that are not associated with one’s gender identity, 

Table 5 Multiple regression model with gender dysphoria as 
outcome variable in the transgender group (n = 74)

B (SE) b BCa 95% CI-, CI + 4

(constant) 38.21 (17.22) [10.18, 77.30,]
Age -0.08 (0.70) -0.01 [-1.77, 1.40]
GID1 -1.23 (1.28) -0.12 [-3.36, 1.52]
PPR2 -1.01 (0.61) -0.18 [-2.38, 0.14]
Trans hostility 6.13 (2.22) 0.34* [2.29, 10.46]
BIS-total3 0.09 (0.08) 0.20 [-0.09, 0.21]
Notes. 1Gender identity; 2Poor-Peer-Relations; 3Utrecht Gender Dysphoria Scale; 
4bias corrected and accelerated confidence interval of B; Confidence intervals 
and standard errors based on 1000 bootstrap samples. R2 = 0.151, F(5) = 2.43, 
p < .05*
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are strongly negatively evaluated [8, 9]. The perception, 
evaluation and presentation of one’s body parts is related 
to the aspect of visual conformity with the affirmed gen-
der, defined as passing [38, 41]. Accordingly, one’s body 
characteristics are directly related to one’s visibility as a 
trans person or to pass as cisgender person in public. The 
specific relationship between passing and body dissatis-
faction has not been examined yet in the literature.

The finding that poor peer relations correlate with the 
subscales muscle and social for body dissatisfaction are 
in line with results from other studies on the relationship 
between body dissatisfaction and experiences of being 
harassed, excluded or socially isolated [2, 23] and expe-
riences of social distress and minority stress [23, 42, 43] 
among transgender samples. In turn, social acceptance 
was found to be a protective factor for body satisfac-
tion and was closely related to self-acceptance and self-
compassion among transgender adolescents [23, 42, 43]. 
This underlines the need to consider resilience-oriented, 
protective factors in future analyses in the context of 
minority stress among transgender persons to gain more 
knowledge on target points for interventions addressing 
body dissatisfaction.

In contrast and against hypothesis, poor peer relations 
and gender dysphoria were not correlated in our sample 
(p > .05). A hypothesis is that general, gender- unspecific 
social distress like poor peer relations might not directly 
affect gender dysphoria and might rather affect the eval-
uation of one’s (visible) body, which might often be the 
target of the kind of bullying captured by the poor peer 
relation scale. Corresponding to this notion, the relation 
between general bullying and body dissatisfaction was 
also found among cisgender adolescents [44]. Due to the 
lack of comparable analyses, replication of and reasons 
for this pattern remain subject to future research.

Regarding trans hostility, results point to a reversed 
pattern and hypotheses were partly confirmed as well: 
While there was no difference in the level of body dissat-
isfaction, the group of trans adolescents who had expe-
rienced trans hostility experienced significantly higher 
gender dysphoria than the group without trans hostile 
experiences, with medium effect size (d = 0.57). This find-
ing indicates that trans specific social minority stress 
specifically interacts with the dysphoria related to gender 
role and gender identity, which has already been con-
firmed in adult samples [2, 32], and less with body dissat-
isfaction. As stated in the minority stress model [13, 19] 
and shown in other large-scale studies on hostility against 
members of the LGBTIQ (lesbian, gay, bisexual, trans-
gender, inter, queer) community [45], discrimination, 
microaggressions, hatred and violence based on a group 
affiliation (be it gender, race, sexuality, etc.) can have seri-
ous consequences for a person’s mental health and well-
being, as one’s identity is specifically attacked. Adding 

to our finding on the relation to gender dysphoria, trans 
hostile experiences present as an important target point 
in the context of counseling and psychosocial support for 
transgender persons.

In the fourth analysis, we aimed to identify correlates 
of body dissatisfaction and gender dysphoria on a mul-
tivariate level. In the regression on body dissatisfaction, 
we found that the older the adolescents, the more dis-
satisfied they were with their body. The important role 
of age regarding body dissatisfaction can be explained 
by the start of puberty and the body’s development in 
an undesired direction, which is a painful and stressful 
experience for many transgender adolescents [46, 47]. 
Therefore, puberty often marks a starting point of body-
specific gender dysphoria for e.g., when trans boys have 
their first period or trans girls enter the voice change 
[12]. Moreover, PPR was found as a predictor for total 
body dissatisfaction whilst gender dysphoria and trans 
hostile experiences were not. This finding extends the 
correlation analyses as it shows that poor peer relations 
are specifically related to body dissatisfaction, beyond 
trans hostility and gender dysphoria.

Following on from this, in the regression on gender 
dysphoria, trans hostility was the only significant predic-
tor in the regression analyses (p < .05). Taking together, 
the bivariate correlations and the multivariate analy-
ses present a specific pattern: both body dissatisfaction 
and gender dysphoria are related to aspects of minority 
stress, however, trans-hostility, i.e., gender specific hostil-
ity, seems to be more strongly connected to gender role 
dysphoria while more general problems with peers are 
more connected with body dissatisfaction.

The patterns found in this study cautiously suggest 
two different but complementing experiences of dyspho-
ria among transgender youth. In line with this notion, 
two recent large-scale community-based studies among 
transgender adults considered gender dysphoria and 
body dissatisfaction in the context of a (trans hostile) 
societal environment. Results point to the differential 
perception of body-specific gender dysphoria (BGD) 
and gender dysphoria in social context (SGD) [4, 32, 48]: 
Based on qualitative data from 463 trans and non-binary 
adults aged 18–74 years, Pulice-Farrow et al. [32] defined 
BGD as feelings of disconnection from the body and 
manifestations of distress in relation to one’s body. BGD, 
however, may also vary in different social contexts. For 
example, “body dysphoria was often described as being 
triggered by situational and gendered expectations, and 
became salient when having to socially negotiate iden-
tity” [32]. Another qualitative study of 610 trans adults 
showed that gender dysphoria can be highly impacted by 
social context and that external factors such as gender-
based rejection and discrimination may elicit feelings of 
gender dysphoria that were absent before. For example, a 
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trans woman reported that she felt good about her voice 
and loved singing until she was frequently misgendered 
because of its timbre [4]. While the difference between 
BGD and SGD might not always be easy to disentangle 
[32], this is an important new approach to stimulate 
research on the complex dysphoric experiences of both 
gender dysphoria and body dissatisfaction [4, 32].

Limitations
One limitation of this study was that we had to work with 
two samples due to incomplete questionnaire sets. Both 
had a small sample size, especially of the second sub-
sample of transgender youth (TG_n2 = 74). Furthermore, 
it should be considered that the transgender sample was 
already affiliated to a specialized gender counseling and 
therefore this sample cannot be representative for all 
trans adolescents in Germany, e.g., as the level of parent’s 
support may have been higher in our treatment seeking 
sample and youth with less supportive parents might suf-
fer from worse mental health [49]. Also, there was a large 
disbalance between gender identities in the sample, with 
a majority of trans boys (71.6%). This finding is some-
what congruent with the current literature showing that 
more trans boys than trans girls or non-binary individu-
als are consulting special services in Europe [14, 20, 50]. 
It is explained by the assumption that trans girls have 
their coming-out later because it is more difficult and less 
socially accepted [51]. However, since some studies show 
that especially trans girls [19, 52] as well as non-binary 
and gender-queer individuals [45] suffer from discrimi-
nation and violence it is important that their perspec-
tives are represented in future research. This sample was 
not diverse either, since the majority was white and with 
a German background. Using an intersectional1 lens, 
especially when investigating body dissatisfaction, is cru-
cial when it comes to societal discriminatory effect pow-
ers. Since bodies can be understood as places of power 
dynamics’ action and one’s relation to a body is affected 
by social meanings and practices [54] for e.g. Black, 
Indigenous people, trans people with disabilities or poor 
trans individuals should be taken into account [55]. Addi-
tionally, the control group was assessed in 2006–2007 
and more recent, representative assessments of both gen-
der identity and body dissatisfaction among cisgender 
and transgender adolescents are needed to exclude time 
effects.

Regarding our used instruments, the UGDS has been 
criticized by the trans community for its two binary and 
different versions for AMAB/AFAB and because gender 
dysphoria is not reflected in its complexity. Therefore, 

1  Intersectionality means the intersection between different forms of dis-
crimination such as racism, sexism, ablesim and classism that interact with 
each other and lead to a conglomerate of adverse social and health outcomes 
[53].

literature points out that the unrevised version of UGDS 
as used in this study was found to have measurement 
errors especially for non-binary people and that some 
trans persons do not feel represented well by the ques-
tionnaire’s constructs [56, 57]. In future research, the 
revised version UGDS-GS should be used [56] but more 
adequate instruments to assess gender dysphoria in 
social contexts for adolescence are needed as well [58]. 
Moreover, our operationalization of minority stress expe-
riences was constructed using the available measures for 
peer relations and trans hostile experience, leaving other 
aspects of proximal or distal minority stress like discrimi-
nation and non-affirmation behind [59]. Specific instru-
ments such as the validated Gender Minority Stress and 
Resilience Measure [60] might offer more elaborated 
ways of assessing minority stress and should be con-
sidered for future research. However, instruments are 
mostly constructed for trans adults and adequate instru-
ments for trans youth are lacking [57].

With respect to our results, it should be noted that our 
regression models for both outcome variables explained 
little variance, 22.4% for body dissatisfaction and 15.1% 
gender dysphoria. We can only speculate about reasons 
for this low explained variance in the outcomes. Besides 
the restricted sample size, the quality of measures of our 
predictors might have been insufficient, or the models 
neglected important predictors of gender dysphoria and 
body dissatisfaction. Regarding recent changes in termi-
nology and variation in gender identifications there is a 
need for more up-to-date instruments that capture trans-
gender adolescent’s experiences adequately which will 
then inform future research and allow new hypotheses 
and conceptualizations.

Implications and prospect
The current paper gives novel indications: first, body dis-
satisfaction with respect to all areas of the body and outer 
appearance among transgender adolescents aged 11–18 
years is higher than among cisgender adolescents in a 
comparable age range 13–16 years. Further, gender dif-
ferences are far less consistent in the transgender group 
than in the cisgender group pointing to specific develop-
ments and experiences. Second, as among transgender 
adolescents, body dissatisfaction and gender dysphoria 
are associated with experiences of minority stress, these 
experiences cannot be explored without taking social 
interactions and societal positions, i.e., being part of a 
minority, marginalized and stigmatized group, into con-
sideration. In this respect, when addressing gender dys-
phoria in clinical practice and in future research, social 
influences and experiences of trans hostility as deeply 
invalidating stressors need to be taken into account. This 
is of high relevance as a recent study found that inter-
nalized transphobia predicts worse outcomes regarding 
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body uneasiness after GAHT, which is the standard of 
care for transgender adolescents with gender dysphoria 
and body dissatisfaction in particular cases [61, 62]. Addi-
tionally, in the context of body dissatisfaction and gender 
dysphoria, it would be important to explore the role of 
passing, i.e., their perception and satisfaction of congru-
ence between outward appearance and gender identity. A 
few studies have attempted to measure passing, for which 
they have constructed their own scales [38, 41]. However, 
the role of passing for gender dysphoria has hardly been 
examined, conceivably since validated measurements for 
the assessment of passing are only emerging. There is, 
for instance, the Transgender Identity Survey measur-
ing internalized transphobia with a subscale that assesses 
passing [41]. To our knowledge, validated instruments for 
adolescents are lacking so far.

To gain more knowledge of trans adolescents’ lived 
experiences, a participatory research approach is needed 
[63]. Dismantling gate-keeping positions by consider-
ing transgender clients as experts for their own experi-
ence is just one of many steps that still must be taken 
in order to destigmatize and de-pathologize gender and 
sexual diversity. Further, longitudinal studies are needed 
to identify risk and protective factors of gender dysphoria 
and body dissatisfaction in relation to the social context 
and minority stress.

Conclusions
This study indicates that clinic-referred transgender ado-
lescents show higher body dissatisfaction for all body 
regions than their cisgender peers. Experiences of minor-
ity stress such as poor peer relations and trans hostility 
are specifically associated with body dissatisfaction and 
with gender dysphoria. Adequate, validated and revised 
instruments - in line with recent changes in terminology 
and classification - to assess body dissatisfaction, gen-
der dysphoria and aspects of minority stress are needed, 
especially for the age group of adolescents. While this 
research needs time, clinicians need to be aware of the 
societal impact on gender minority individuals, address 
this in the counseling setting and provide support for the 
youth.

Abbreviations
ASAB  assigned sex at birth
AFAB  assigned female at birth
AMAB  assigned male at birth
BIS  Body Image Scale
BGD  body–specific gender dysphoria
CG  school–based control group
PPR  poor peer relations
SGD  gender dysphoria in social context
TG  transgender group
transgender  transgender, non–binary, genderqueer
UGDS  Utrecht Gender Dysphoria Scale
YSR-R  Youth–Self–Report

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s13034-024-00718-y.

Supplementary Material 1

Author contributions
Conceptualization, A.B., C.C., L.R., S.B. and S.M.W.; methodology, A.B., C.C.; 
formal analysis, A.B.; writing—original draft preparation, A.B., C.C.; writing—
review and editing, A.B., C.C., L.R., S.B. and S.M.W.; data assessment, A.B., S.B., 
L.R., P.M.W., K.H.; supervision, C.C., S.M.W. All authors have read and agreed to 
the published version of the manuscript.

Funding
We would like to thank the Publikationsfond of Freie Universität Berlin for 
funding the publication of this paper.

Data availability
The data presented in this study are available on appropriate request from the 
corresponding author. The data are not publicly available as the privacy of the 
human subjects must be ensured.

Declarations

Institutional review board statement
The study was conducted according to the guidelines of the Declaration of 
Helsinki and approved by the Institutional Ethics Committee of the Charité 
Universitätsmedizin Berlin (EA2/201/20, date 9 March 2020).

Informed consent
The retrospective study was carried out as part of the accompanying clinical 
research of the Charité Universitätsmedizin Berlin. Consent was obtained by 
every recruited person since 9th of March 2020.

Conflict of interest
The authors declare no conflict of interest.

Author details
1Department of Education and Psychology, Clinical Child and Adolescent 
Psychology and Psychotherapy, Freie Universität Berlin, 14195 Berlin, 
Germany
2Department of Child and Adolescent Psychiatry, Charité-
Universitätsmedizin Berlin, corporate member of Freie Universität Berlin, 
Humboldt Universität zu Berlin and Berlin Insitute of Health, 13353 Berlin, 
Germany
3Klinik für Kinder- und Jugendmedizin, Universität zu Lübeck, Ratzeburger 
Allee 160, 23562 Lübeck, Germany

Received: 17 August 2023 / Accepted: 5 February 2024

References
1. Kaltiala-Heino R, Lindberg N. Gender identities in adolescent population: 

methodological issues and prevalence across age groups. Eur Psychiatr. 
2019;55:61–6.

2. Tabaac A, Perrin PB, Benotsch EG. Discrimination, mental health, and body 
image among transgender and gender-non-binary individuals: constructing 
a multiple mediational path model. J Gay Lesbian Social Serv. 2018;30:1–16.

3. American Psychiatric Association. (2018) Diagnostisches und Statis-
tisches Manual Psychischer Störungen DSM-5®, 2nd ed. https://doi.
org/10.1026/02803-000.

4. Galupo M, Pulice-Farrow L, Lindley L. Every time I get gendered male, I feel 
a pain in my chest: understanding the social context for gender dysphoria. 
Stigma Health. 2020. https://doi.org/10.1037/sah0000189.

5. Ålgars M, Santtila P, Sandnabba NK. Conflicted gender identity, body dis-
satisfaction, and disordered eating in adult men and women. Sex Roles. 
2010;63:118–25.

https://doi.org/10.1186/s13034-024-00718-y
https://doi.org/10.1186/s13034-024-00718-y
https://doi.org/10.1026/02803-000
https://doi.org/10.1026/02803-000
https://doi.org/10.1037/sah0000189


Page 12 of 13Brecht et al. Child and Adolescent Psychiatry and Mental Health           (2024) 18:30 

6. Becker I, Auer M, Barkmann C, Fuss J, Möller B, Nieder TO, Fahrenkrug S, 
Hildebrandt T, Richter-Appelt H. A cross-sectional Multicenter study of mul-
tidimensional body image in adolescents and adults with gender Dysphoria 
before and after transition-related medical interventions. Arch Sex Behav. 
2018;47:2335–47.

7. Kraemer B, Delsignore A, Schnyder U, Hepp U. Body image and transsexual-
ism. Psychopathology. 2008;41:96–100.

8. Gonzalez SE. Do I look okay? Unpacking the relations between body image, 
sexual orientation, gender identity, and Mental Health. Ph.D.; 2018.

9. Witcomb GL, Bouman WP, Brewin N, Richards C, Fernandez-Aranda F, Arcelus 
J. Body image dissatisfaction and eating-related psychopathology in Trans 
individuals: a Matched Control Study. Eur Eat Disorders Rev. 2015;23:287–93.

10. van de Grift TC, Cohen-Kettenis PT, Steensma TD, De Cuypere G, Richter-
Appelt H, Haraldsen IRH, Dikmans REG, Cerwenka SC, Kreukels BPC. Body 
satisfaction and physical appearance in gender dysphoria. Arch Sex Behav. 
2016;45:575–85.

11. Kuper LE, Nussbaum R, Mustanski B. Exploring the diversity of gender and 
sexual orientation identities in an online sample of transgender individuals. J 
Sex Res. 2012;49:244–54.

12. Grannis C, Mattson WI, Leibowitz SF, Nahata L, Chen D, Strang JF, Thobe H, 
Indyk JA, Nelson EE. Expanding upon the relationship between gender-
affirming hormone therapy, neural connectivity, mental health, and body 
image dissatisfaction. Psychoneuroendocrinology. 2023;156:106319.

13. Meyer IH. Prejudice, Social Stress, and Mental Health in Lesbian, Gay, and 
bisexual populations: conceptual issues and research evidence. Psychol Bull. 
2003;129:674–97.

14. de Vries ALC, Steensma TD, Cohen-Kettenis PT, VanderLaan DP, Zucker 
KJ. Poor peer relations predict parent- and self-reported behavioral and 
emotional problems of adolescents with gender dysphoria: a cross-
national, cross-clinic comparative analysis. Eur Child Adolesc Psychiatry. 
2016;25:579–88.

15. Holt V, Skagerberg E, Dunsford M. Young people with features of gender 
dysphoria: demographics and associated difficulties. Clin Child Psychol 
Psychiatry. 2016;21:108–18.

16. Jäggi T, Jellestad L, Corbisiero S, Schaefer DJ, Jenewein J, Schneeberger A, 
Kuhn A, Garcia Nuñez D. (2018) Gender Minority Stress and Depressive Symp-
toms in Transitioned Swiss Transpersons. Biomed Res Int 2018:8639263.

17. Levitan N, Barkmann C, Richter-Appelt H, Schulte-Markwort M, Becker-Hebly 
I. Risk factors for psychological functioning in German adolescents with gen-
der dysphoria: poor peer relations and general family functioning. Eur Child 
Adolesc Psychiatry. 2019;28:1487–98.

18. Proulx CN, Coulter RWS, Egan JE, Matthews DD, Mair C. Associations of 
Lesbian, Gay, Bisexual, Transgender, and questioning–inclusive Sex Education 
with Mental Health outcomes and School-based victimization in U.S. High 
School Students. J Adolesc Health. 2019;64:608–14.

19. Testa RJ, Sciacca LM, Wang F, Hendricks ML, Goldblum P, Bradford J, Bongar 
B. Effects of violence on transgender people. Prof Psychology: Res Pract. 
2012;43:452–9.

20. de Graaf NM, Cohen-Kettenis PT, Carmichael P, de Vries ALC, Dhondt K, Lari-
daen J, Pauli D, Ball J, Steensma TD. Psychological functioning in adolescents 
referred to specialist gender identity clinics across Europe: a clinical compari-
son study between four clinics. Eur Child Adolesc Psychiatry. 2018;27:909–19.

21. Newcomb ME, Hill R, Buehler K, Ryan DT, Whitton SW, Mustanski B. High 
Burden of Mental Health Problems, Substance Use, Violence, and related 
psychosocial factors in Transgender, Non-binary, and gender diverse youth 
and young adults. Arch Sex Behav. 2020;49:645–59.

22. Tebbe EA, Budge SL. Factors that drive mental health disparities and 
promote well-being in transgender and nonbinary people. Nat Rev Psychol. 
2022;1:694–707.

23. Muratore LA, Flentje A, Schuster D, Capriotti MR. Disordered eating and 
body dissatisfaction in transgender and gender-expansive adults: an 
evaluation and integration of the Gender Minority Stress and resilience 
and tripartite influence models. Behav Ther. 2022. https://doi.org/10.1016/j.
beth.2022.02.006.

24. Strübel J, Sabik NJ, Tylka TL. Body image and depressive symptoms among 
transgender and cisgender adults: examining a model integrating the tripar-
tite influence model and objectification theory. Body Image. 2020;35:53–62.

25. Watson RJ, Veale JF, Saewyc EM. Disordered eating behaviors among trans-
gender youth: probability profiles from risk and protective factors. Int J Eat 
Disord. 2017;50:515–22.

26. Lindgren TW, Pauly IB. A body image scale for evaluating transsexuals. Arch 
Sex Behav. 1975;4:639–56.

27. Achenbach TM. Manual for the youth self-report and 1991 profile. Depart-
ment of Psychiatry, University of Vermont Burlington; 1991.

28. Cohen-Kettenis PT, Van Goozen SHM. Sex reassignment of adolescent 
transsexuals: a follow-up study. J Am Acad Child Adolesc Psychiatry. 
1997;36:263–71.

29. Lux A, Kropf S, Kleinemeier E, Jürgensen M, Thyen U, The DSD Network Work-
ing Group. Clinical evaluation study of the German network of disorders of 
sex development (DSD)/intersexuality: study design, description of the study 
population, and data quality. BMC Public Health. 2009;9:110.

30. Schneider C, Cerwenka S, Nieder TO, Briken P, Cohen-Kettenis PT, De Cuypere 
G, Haraldsen IR, Kreukels BPC, Richter-Appelt H. Measuring gender dysphoria: 
a Multicenter examination and comparison of the Utrecht gender Dysphoria 
Scale and the gender Identity/Gender Dysphoria Questionnaire for adoles-
cents and adults. Arch Sex Behav. 2016;45:551–8.

31. Owen-Smith AA, Gerth J, Sineath RC, et al. Association between Gender 
Confirmation Treatments and perceived gender congruence, body image 
satisfaction, and Mental Health in a cohort of Transgender individuals. J Sex 
Med. 2018;15:591–600.

32. Pulice-Farrow L, Cusack C, Galupo M. Certain parts of my body don’t belong 
to me: trans individuals’ descriptions of body-specific gender dysphoria. 
Sexuality research and Social Policy. J NSRC. 2020. https://doi.org/10.1007/
s13178-019-00423-y.

33. Smink FRE, van Hoeken D, Hoek HW. Epidemiology of eating disorders: inci-
dence, prevalence and mortality rates. Curr Psychiatry Rep. 2012;14:406–14.

34. Becker I, Nieder TO, Cerwenka S, Briken P, Kreukels BPC, Cohen-Kettenis 
PT, Cuypere G, Haraldsen IRH, Richter-Appelt H. Body image in young 
gender dysphoric adults: a European Multi-center Study. Arch Sex Behav. 
2016;45:559–74.

35. van de Grift TC, Elaut E, Cerwenka SC, Cohen-Kettenis PT, De Cuypere 
G, Richter-Appelt H, Kreukels BPC. Effects of Medical interventions on 
gender dysphoria and body image: a Follow-Up study. Psychosom Med. 
2017;79:815–23.

36. Huisman B, Verveen A, De Graaf NM, Steensma TD, Kreukels BPC. Body image 
and treatment desires at clinical entry in non-binary and genderqueer adults. 
Int J Transgender Health. 2023;24:234–46.

37. van de Grift TC, Cohen-Kettenis PT, Elaut E, De Cuypere G, Richter-Appelt H, 
Haraldsen IR, Kreukels BPC. A network analysis of body satisfaction of people 
with gender dysphoria. Body Image. 2016;17:184–90.

38. To M, Zhang Q, Bradlyn A, et al. Visual conformity with affirmed gender or 
passing: its distribution and Association with depression and anxiety in a 
cohort of Transgender people. J Sex Med. 2020;17:2084–92.

39. Bauer GR, Lawson ML, Metzger DL. Do Clinical Data from Transgender adoles-
cents support the Phenomenon of Rapid Onset gender Dysphoria? J Pediatr. 
2022;243:224–227e2.

40. Tang A, Hojilla JC, Jackson JE, Rothenberg KA, Gologorsky RC, Stram DA, 
Mooney CM, Hernandez SL, Yokoo KM. Gender-affirming mastectomy trends 
and Surgical outcomes in adolescents. Ann Plast Surg. 2022;88:325–S331.

41. Bockting WO, Miner MH, Swinburne Romine RE, Dolezal C, Robinson B, Bean 
E, Rosser BRS, Coleman E. The Transgender Identity Survey: a measure of 
internalized Transphobia. LGBT Health. 2020;7:15–27.

42. Duffy ME, Henkel KE, Joiner TE. Prevalence of self-injurious thoughts and 
behaviors in Transgender individuals with eating disorders: a National Study. J 
Adolesc Health. 2019;64:461–6.

43. McGuire JK, Doty JL, Catalpa JM, Ola C. Body image in transgender young 
people: findings from a qualitative, community based study. Body Image. 
2016;18:96–107.

44. Fowler LA, Kracht CL, Denstel KD, Stewart TM, Staiano AE. Bullying experi-
ences, body esteem, body dissatisfaction, and the moderating role of weight 
status among adolescents. J Adolesc. 2021;91:59–70.

45. Sterzing PR, Ratliff GA, Gartner RE, McGeough BL, Johnson KC. Social Ecologi-
cal Correlates of Polyvictimization among a National Sample of Transgender, 
Genderqueer, and cisgender sexual minority adolescents. Child Abuse Negl. 
2017;67:1–12.

46. Rimes KA, Goodship N, Ussher G, Baker D, West E. Non-binary and binary 
transgender youth: comparison of mental health, self-harm, suicidal-
ity, substance use and victimization experiences. Int J Transgenderism. 
2017;20:230–40.

47. Thorne N, Witcomb GL, Nieder TO, Nixon E, Yip A, Arcelus J. (2018) A com-
parison of mental health symptomatology and levels of social support in 
young treatment seeking transgender individuals who identify as binary and 
non-binary. Int J Transgenderism 20.

https://doi.org/10.1016/j.beth.2022.02.006
https://doi.org/10.1016/j.beth.2022.02.006
https://doi.org/10.1007/s13178-019-00423-y
https://doi.org/10.1007/s13178-019-00423-y


Page 13 of 13Brecht et al. Child and Adolescent Psychiatry and Mental Health           (2024) 18:30 

48. Galupo M, Pulice-Farrow L, Pehl E. There is nothing to do about it: nonbinary 
individuals’ experience of gender dysphoria. Transgender Health. 2020. 
https://doi.org/10.1089/trgh.2020.0041.

49. Olson KR, Durwood L, DeMeules M, McLaughlin KA. Mental Health of 
Transgender Children who are supported in their identities. Pediatrics. 
2016;137:e20153223.

50. Kaltiala-Heino R, Sumia M, Työläjärvi M, Lindberg N. Two years of gender iden-
tity service for minors: overrepresentation of natal girls with severe problems 
in adolescent development. Child Adolesc Psychiatry Ment Health. 2015;9:9.

51. Krell C, Oldemeier K (2017) Coming-out – und dann...?!: Coming-out-Verläufe 
und Diskriminierungserfahrungen von lesbischen, schwulen, bisexuellen, 
trans* und queeren Jugendlichen und jungen Erwachsenen in Deutschland. 
Barbara Budrich: Berlin.

52. Rodríguez-Madera SL, Padilla M, Varas-Díaz N, Neilands T, Vasques Guzzi 
AC, Florenciani EJ, Ramos-Pibernus A. Experiences of violence among 
Transgender women in Puerto Rico: an underestimated problem. J Homosex. 
2017;64:209–17.

53. Crenshaw K. Mapping the margins: Intersectionality, Identity Politics, and 
violence against women of Color. Stanford Law Rev. 1991;43:1241–99.

54. Nichter M, Bordo S. Unbearable weight: Feminism, Western Culture and the 
body. Contemp Sociol. 1995;24:42.

55. Klemmer CL, Arayasirikul S, Raymond HF. Transphobia-based violence, 
Depression, and anxiety in Transgender women: the role of body satisfaction. 
J Interpers Violence. 2021;36:2633–55.

56. McGuire JK, Berg D, Catalpa JM, Morrow QJ, Fish JN, Rider GN, Steensma 
T, Cohen-Kettenis PT, Spencer K. Utrecht gender dysphoria scale - gender 
spectrum (UGDS-GS): construct validity among transgender, nonbinary, and 
LGBQ samples. Int J Transgender Health. 2020;21:194–208.

57. Galupo MP, Pulice-Farrow L. Subjective ratings of gender Dysphoria scales by 
Transgender individuals. Arch Sex Behav. 2020;49:479–88.

58. Mirabella M, Giovanardi G, Fortunato A, Senofonte G, Lombardo F, Lingiardi V, 
Speranza AM. The body I live in. Perceptions and meanings of body dissatis-
faction in young transgender adults: a qualitative study. JCM. 2020;9:3733.

59. Delozier AM, Kamody RC, Rodgers S, Chen D. Health disparities in transgen-
der and gender expansive adolescents: a topical review from a minority 
stress Framework. J Pediatr Psychol. 2020;45:842–7.

60. Testa RJ, Habarth J, Peta J, Balsam K, Bockting W. Gender minority stress and 
resilience measure (GMSR). APA PsycTests. 2015. https://doi.org/10.1037/
t39597-000.

61. Coleman E, Bockting W, Botzer M, Cohen-Kettenis PT, De Cuypere G, Feld-
mann J, ..., Monstrey S (2012) Standards of Care for the Health of Transsexual, 
Transgender, and Gender-Nonconforming People, Version 7: International 
Journal of Transgenderism: Vol 13, No 4. International Journal of Transgender-
ism 13:165–232.

62. Castellini G, Rossi E, Cassioli E, Sanfilippo G, Ristori J, Vignozzi L, Maggi M, 
Ricca V, Fisher AD. Internalized transphobia predicts worse longitudinal trend 
of body uneasiness in transgender persons treated with gender affirming 
hormone therapy: a 1-year follow-up study. J Sex Med. 2023;20:388–97.

63. Siegel M, Nöstlinger C, Dürrauer F, Kirchner S, Niederkrotenthaler T, Zemp 
M. Psychische Gesundheit Von LGBT*-Jugendlichen in Österreich: scoping 
Review und Forschungsagenda auf basis internationaler Evidenz. Neuropsy-
chiatr. 2022. https://doi.org/10.1007/s40211-022-00436-x.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://doi.org/10.1089/trgh.2020.0041
https://doi.org/10.1037/t39597-000
https://doi.org/10.1037/t39597-000
https://doi.org/10.1007/s40211-022-00436-x

	Analyzing body dissatisfaction and gender dysphoria in the context of minority stress among transgender adolescents
	Abstract
	Background
	Aims of this study

	Methods
	Design and setting
	Sample characteristics
	Measures
	Body dissatisfaction
	Gender dysphoria
	Experiences of minority stress


	Data analysis
	Results
	Analysis of body dissatisfaction among the transgender groups and comparison with the school-based group
	Descriptive data on minority stress, body dissatisfaction and gender dysphoria among the transgender sample
	Correlations between body dissatisfaction, gender dysphoria and poor peer-relations
	Mean difference in body dissatisfaction and gender dysphoria regarding experience of trans hostility
	Regression analysis on body dissatisfaction and gender dysphoria

	Discussion
	Limitations
	Implications and prospect

	Conclusions
	References


